INTRODUCTION
Despite the advancements in surgical techniques and preoperative care, postoperative ileus continues to be the most common complication of abdominal surgery [1] . In essence, postoperative leus can be described as the decel- The operation, its possible complications, and its expected results were preoperatively explained to all of the patients by the surgical team, and informed consent was obtained from all patients. In addition, all patients were informed in detail about our study, and provided informed consent forms confirming their voluntary participation in the study. Our research was approved by the local ethics committee and complied with the principles of the Helsinki Declaration.
The following patients were excluded from the study: patients who had used opioid analgesics 4 weeks before the surgery; patients with serious cardiovascular, pulmonary, renal, hepatic, or hematologic diseases or other systemic illnesses; patients with severe biochemical derangement, as indicated in the preoperative workup; patients with mechanical obstruction; patients with inflammatory intestinal disease; patients with a psychiatric disorder or those who with a history of drug dependency; and patients with an orthopedic disorder that might limit patient mobilization during the postoperative period.
Premedication were not administered to the study patients. Following induction with 2 mg/kg of Diprivan, 0.1 mg/kg of vecuronium bromide, and 1 mg/kg of fentanyl, anesthesia was maintained with 40% oxygen of which 2% consisted of sevoflurane and 60% consisted of nitrous oxide. At the end of the operation, the neuromuscular block was reversed with 0.04 mg/kg of neostigmine methyl sulfate and 0.5 to 1 mg/kg of atropine sulfate. Following revival from anesthesia, 1 to 1.5 mg/kg of tramadole was infused with the intention of providing analgesia.
Intraoperative fluid replacement was limited to 1,000 mL of isotonic saline solution +500 mL of 5% dextrose solution. (Table 1) . Grouping according to the operation performed was as follows: 1) debridement; 2) resection: 3) lavage; 4) drainage; 5) reconstruction; 6) re-anastomosis; and 7) diversion.
A nasogastric catheter was placed in all patients during operation. From the second postoperative day, the nasogastric catheters were clamped and then removed in the case of the patients who could tolerate it. In patients who could not tolerate this, the nasogastric catheters were left thesurgery.or.kr 
RESULTS
The subjects consisted of 66 male and 37 female patients with an average age of 57.2. Of the 103 surgery patients included in the research, 91.3% (n = 94) of the patients were malignant disease, whereas 8.7% (n = 9) were benign.
Operation types were distributed as follows: 52.4% resection (n = 54); 18.4% diversion (n = 19); 13.6% reconstruction-with different anastomosis from primary surgery (n = 14); 5.8% drainage (n = 6); 3.9% debridement (n = 4); 3.9% re-anastomosis-with recovery of first anostomosis (n = 4); and 1.9% lavage (n = 2). In addition, 53.4% of the patients (n = 55) had excessive small intestine manipulation. inflammation, P = 0.030; others P ＜ 0.001). In addition, the period of opioid analgesic use in patients who recovered intestinal motility after 3 or more days was significantly higher than that in patients who recovered intestinal motility within 3 days (P ＜ 0.001) ( Table 2 ).
Regarding the factors that affected the restoration of gastrointestinal motility, resection operation type, longer operation period, longer opioid analgesics use period, longer nasogastric catheter use period, and the presence of systemic inflammation were shown to retard the return to normoactive bowel functions for 3 days or more (Table 3) .
Under our multivariate logistic regression analysis model, in which risk factors were evaluated altogether, operation period, opioid analgesics use period, and nasogastric catheter use period were determined to be the most important factors (Table 4) . Although there are studies that refer to this condition that occurs secondarily to surgical operation as "primer ileus," the term "postoperative ileus" has been adopted by most clinicians due to the lack of an exact definition in literature [3, 4] . In addition, it is reported that colonic motility was one of the major factors affecting the functional revival of the gastrointestinal tract [13] . Perhaps, the most important hypothesis in this study is that the colon acts similar to an "immune organ" and triggers an immune cascade that limits colonic transit time and coordinated motility following surgical trauma [9, 14] . The case of postoperative ileus, in which the small intestine and colon share the dominant role, bears results that retard oral nutrition.
DISCUSSION
Further, studies suggest that, in some cases, starting oral nutrition prematurely may have an adverse effect and contribute to the return of gastrointestinal dysmotility [1] .
On the other hand, some authors have claimed that premature oral nutrition can be tolerated by 80% of patients and increases motility by stimulating gastrointestinal mucosa as a result of which can postoperative incidence be decreased. Although premature nutrition has been suggested to reduce not only postoperative ileus incidence, but also postoperative infections and hospital stay, since it significantly increases the incidence of anastomotic leakage [1] , starting premature oral nutrition is still thought to find only a limited scope of application.
In addition to all of these factors, another risk factor in postoperative ileus etiology is the use of general anesthetic agents [15] . Nitrous oxide is particularly known to inhibit However, on this point, in contrast to all intra-abdominal attempts, in attempts made for malignant tumors, attention should be paid to the effective analysis of epidural anesthetic application due to the fact that the operation area is larger and the borders of resection cannot be predicted.
When it comes to intra-abdominal attempts, especially in order to avoid anastomose induced complications, oral intake is either prematurely or completely ceased. On this point, the role of drainage through nasogastric catheters is quite controversial. Large-scale studies [16, 17] have suggested that the rates of pneumonia and atelectasis increase until oral nutrition resumes in patients in whom a nasogastric catheter is routinely placed. Although nasogastric catheter drainage has not been proven to contribute to intestinal revival during the postoperative period, and although it has been observed to increase atelectasis and fever incidences, some view it preferably in patients with severe dysmotility due to the fact that it reduces vomiting and aspiration risk related to vomiting [16] . One of the most interesting findings put forth in this study is that far from contributing to postoperative ileus treatment, longterm nasogastric drainage actually decelerates postoperative intestinal motility. In parallel with this conclusion, as long term nasogastric catheter use retards adaptation to oral nutrition and increases the tendency toward associated systemic diseases (especially pulmonary complications), we deem that it would be advantageous to avoid using it, except for in some certain cases. The study conducted by Gerald Moss in 2009 provides an example of cases in which simple nasogastric catheter use is avoided.
In this study [18] , a nasogastric catheter having 2 lumina, each of which enables stomach emptying and enteral feeding from the duodenum, was used and increased intestinal motility together with oral intolerance was achieved.
Nonetheless, as previously discussed in the topic of starting nutrition prematurely, we think that certain attention needs to be paid especially to the matters of pulmonary complications and anastomosis leakage when the use of a double-lumen catheter is in question.
On the other side, it is obvious that the adopted surgical technique also plays a major role in the occurrence of post- 
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